Every year for the past several years, the National Sleep Foundation (NSF) has conducted a poll in an attempt to better understand how Americans sleep. Since 2002, these polls have looked at sleep in children, elders, adolescents, and the adult population in our country. The reports from these polls may be read in their entirety by signing on to NSF's Web site at www.sleepfoundation.org. But of all the recent polls conducted by NSF, I found the 2005 poll to jump out at me with information that was both enlightening and at times entertaining. In this 2005 poll, trend data derived from the answers to poll questions from 1,506 participants yielded five clusters or sleep personality types among the participants. The commonalities are based on sleep habits and more than 40 other factors including age, marital status, gender, employment status, diagnosed medical conditions, frequency of fatigue, and the amount of caffeinated beverages consumed daily. Interestingly enough, the clusters each have received some amusing names from NSF: healthy, lively larks (27% of the sample); sleep-savvy seniors (21% of the sample); dragging duos (20% of the sample); overworked, overweight, and overcaffeinated (17% of the sample); and, last but not least, sleepless and missin' the kissin' (15% of the sample). Does anything grab your first-glance attention with these categories? From the outset, I was impressed with the fact that just based on the names of the categories, the first two groups (48% of the sample) appeared to be labeled as healthy sleepers, with 52% of the sample falling into categories that represent people who are not sleeping so well.
The healthy, lively larks in this sample are younger and have the least likelihood of having difficulties with sleep. They go to bed early and sleep well, and it would be unusual for members of this group to have medical comorbidities that may affect sleep adversely. The next healthy group, the sleep-savvy seniors, represents the oldest of the five groups, and many of the members of this group are retired. They tend to nap sometimes to supplement their nighttime sleep, but their sleep habits had little impact on the quality of their lives. I could not help but think that as a psychiatric nurse, I see so few healthy, lively larks or sleep-savvy seniors in my outpatient practice of psychiatric patients.
The next three groups were of greater concern to me, and as a nurse, I found myself thinking about people whom I had cared for in recent times who fell into one of these three categories. The first group, the dragging duos, were couples who generally were out of bed early, working long hours, and not getting adequate sleep to allow them to function optimally during their days. Most of them noted that they had a partner with insomnia, and as couples, they acknowledged that their sleep habits reflected poorly on their day-to-day functional abilities as well as the quality of their relationships with others. Many of these people were partnered and employed and working far too many hours each week. Most of us would be hard pressed to say that we do not know at least one dragging duo. I could not help but think of several couples whom I had seen for therapy in recent times who were dragging duos, and a fair proportion of their difficulties stemmed from perceptual distortions related to sheer exhaustion.
The category of overworked, overweight, and overcaffeinated drew some very clear images to mind: rotating shift workers, those on the night shift, those working two or three jobs. My preconceived notions as to who might be a part of this group were corroborated by the NSF data. Of all the groups, the overworked, overweight, and overcaffeinated work the longest hours, often on irregular shifts, and are most likely to be high consumers of caffeine, alcohol, and tobacco. Most of the people in this group are obese DOI: 10.1177/1078390306295085 and sleep less than 6 hours per night, leaning on a few scattered naps in the week in an attempt to make up for the sleep deprivation. Despite their level of fatigue, most of them report having insomnia with associated social and occupational impairments throughout the week. Many of the people in this group miss work or make mistakes at work, related to their level of fatigue and sleepiness. Do you know someone in this category? How many patients have you seen from this cluster? I am afraid that I could quickly recall a large number of people whom I have seen clinically in the past few years who fall into this group, many with conditions related to adjustment. A main challenge for this group seems to be change. As a mother of two teenagers, who works in the financial industry, recently said to me, "How can I change what I am doing? I am the breadwinner and my family is dependent on my level of income to maintain our lives. Sure, I work 60 to 70 hours a week but the kids have what they need, the bills are paid and we have a home and other important things like medical insurance." The price of meeting the demands of her life is that her patterns align closely with those in the overworked, overweight, and overcaffeinated group, and these patterns bear significant and persistent negative impacts on the quality of her life.
The last group has an interesting name: sleepless and missin' the kissin'. As I read about their characteristics, I had a better understanding as to why they received such a label. The members of this group are the least likely to get good sleep. They have difficulty with both getting to sleep and staying asleep. This group commonly uses sleep medications and other sleep aids, but despite these interventions, members of this group still sleep poorly. The quality of their sleep has a significant impact on their functional abilities and their relationships. Like the members of the overworked, overweight, and overcaffeinated group, members of the sleepless and missin' the kissin' group are consumers of significant amounts of caffeine who frequently smoke but are different from the other groups in that they have additional problems. They commonly have medical illnesses and regularly have been diagnosed with a depressive or anxiety disorder. They get less sleep than they need, are aware of the problem, and may have even sought out the help of a clinician with these problems. They often note that their sleep problems cause significant impairment in their relationships, and because of their sleep difficulties, members of this group often sleep apart from their partners in an attempt to get better sleep. As I read about the people in this group, I realized that many people in my practice would fall into this category, and I would suspect that many of these people from this group probably receive care from psychiatric nurses. An important dimension of that care needs to address the sleep dysregulation these people experience every day.
For a long time, the nursing literature has addressed sleep, mainly from the perspective of the lived experience and less commonly with measures of the physiologic dimensions of sleep, for example, polysomnography, actigraphy, or other measures. Sleep is a universal phenomenon, and in recent years, the science behind sleep has burgeoned and along with it the understanding of sleep and its relationship to psychiatric illness. This new perspective on sleep acknowledges that the lived experience of sleep is critical to understand from an informed perspective, which includes the biology of sleep. In keeping with this line of reasoning, it is important that psychiatric nurses understand the expected changes in sleep that occur across the life span (Floyd, 2002) , across various disease states (Backer, 2006; Phillips, Mock, Bopp, Dudgeon, & Hand, 2006) , and across treatment settings (Ouslander et al., 2006) . Identification of sleep patterns may lead to understanding early warning signs with impending relapse (Sutton, 2004) . Understanding patterns of persistent insomnia among those with select psychiatric illnesses may predict future episodes of illness (Ford & Kamerow, 1989) . Having an appreciation for the impact of comorbid medical and psychiatric conditions on sleep (Hornyak, Kopasz, Berger, Reimann, & Voderholzer, 2005 ) is likely to contour a nurse's understanding of the course of the illness itself. Sleep and both medical and psychiatric illnesses share reciprocal relationships.
To understand the lived experience of sleep dysregulation, it is critical to understand the underlying biology of sleep, including the biology of the body's timing system that regulates sleep. The science behind the body's clocks is referred to as chronobiology, and it plays both critical and pivotal roles in normal sleep as well as the sleep of those who are ill. Chronobiologic dysregulations reflected in disturbed sleep and subsequent difficulties with daytime functioning are core to the experience of psychiatric disease and have their basis in chronobiology. How often have you listened to someone with a psychiatric illness talk about difficulty falling asleep, difficulty staying asleep, or having early morning awakening with an inability to get back to sleep? How commonly have you been puzzled by the person who sleeps excessively yet still complains of McEnany severe sleepiness and fatigue throughout the day? What drives the pattern of an individual with major depression to have more severe difficulty getting to sleep and staying asleep but then cannot get up in the morning? Conversely, how do you understand the sleep pattern of an elder with the same illness who cannot remain awake until a normal bedtime and subsequently awakens frequently during the night but is fully awake at 3 a.m. with no capacity to return to sleep? All of these phenomena are chronobiologically driven but sometimes worsened with behavioral patterning. Understanding shifts in the body's timing system related to psychiatric illness will help you to answer a patient's questions related to sleep and will allow you to provide more precise and effective interventions. Consequently, appropriate interventions will facilitate correction of the dysregulated chronobiology related to the disease itself. Would you know how to effectively work with the sleep disturbances of the dragging duos; the overworked, overweight, and overcaffeinated; or someone who is sleepless and missin' the kissin'? Possibly more important, would you understand the pathophysiology of the symptoms and know how to intervene from a position of evidence-based practice?
A current challenge facing psychiatric nursing as a specialty is the provision of education focused on sleep, chronobiology, and the relationship of these variables to psychiatric illness. Our learning needs are basic in one sense: to learn about chronobiology and sleep. On the other hand, the equally important learning need is in the application of this knowledge to informed and skillful nursing care. Herein lies the paradigm shift and our need to update and enlighten our understanding of sleep to allow for a retooling of our skill base in this area. A cardiovascular nurse would no more think of understanding chest pain without a sound understanding of the anatomy and pathophysiology of the heart. Similarly, psychiatric nurses need to appreciate the fact that sleep dysregulation in psychiatric disease is similar to chest pain in cardiac disease. Both symptoms reflect an underlying biological dysregulation related to disease that needs to be understood from the perspective of related pathophysiology in addition to the lived experience to provide effective intervention. There is lots of evidence in the literature to show that certain medications can reverse sleep-related complaints. But research has shown that cognitive behavioral therapy (CBT) related specifically to sleep has longterm efficacy in chronic insomnia (Becker, 2006) . Amazingly, the number of qualified clinicians to offer this type of CBT is incredibly small, whereas the need is great. This is just one example of where psychiatric nursing's skillfulness in a psychosocial therapy dovetails nicely with an identified need in clinical practice today. Retooling some existing skills allows psychiatric nurses to provide a greatly needed service in practice, related to sleep dysregulation and insomnia in psychiatric disease. In the meantime, approximately 8.6 million prescriptions are written yearly in this country for sedative hypnotics (Harder, 2006) . In many cases, in the absence of adequate behavioral treatment of insomnia, the person runs the risk of becoming dependent on the medications. Along with this dependence is a common fear that the insomnia will recur without the medication, and as is usually the case, the best predictor of a bad night's sleep is anticipation of a bad night's sleep. This example underscores the importance of cognitive behavioral strategies, along with chronobiologically based strategies to successfully treat those with insomnia related to psychiatric illness.
Nursing leaders whose work focuses on sleep have provided some guidance for both nursing practice and for teaching. Lee and Ward (2005) have recently published an impressive article that focuses on critical components of sleep assessment for clinical practice. Another group of nurses from the American Academy of Nursing (Lee et al., 2004) has provided an exceptional document on sleep and chronobiology, focusing their work on content of interest and concern to nurses. Thanks to the work of these leaders and others, the science of sleep is advancing in our discipline. As psychiatric nurses, we are aware that change takes time, and the same trend is true for shifts in ways of knowing. This month's issue of the Journal of the American Psychiatric Nurses Association (JAPNA) focuses on some fine examples of nurse's work in the area of sleep. Each of these articles speaks to different dimensions of sleep as it relates to specific populations who receive care and treatment from psychiatric nurses. The article written by Drs. Chasens and Olshansky, "The Experience of Being Sleepy While Managing Type 2 Diabetes," is of interest to psychiatric nurses not only given the rise of type 2 diabetes in the general population in the United States but also, more importantly, the prevalence of type 2 diabetes in those receiving certain classes of psychotropic drugs, namely, select second-generation antipsychotic medications. Dr. Cuellar and her colleagues have contributed an important piece titled "Effects of Depression on Sleep Quality, Fatigue, and Sleepiness in Persons With Restless Legs Syndrome." The relevance of this article to psychiatric nursing is impor-tant from a couple of different perspectives. Most importantly, restless legs syndrome (RLS) is a formal sleep disorder that is sometimes comorbidly seen with depression. The symptoms of RLS may be obvious though sometimes very subtle, but they consistently disturb sleep. Sleep disruption in those with major depression runs the risk of protracting the depressive episode, and the medications that are used to treat depression may unmask or cause RLS (Wilson & Argyropoulos, 2006) . Dr. Todd Hultman offers a different perspective on sleep for psychiatric nurses who deal with the dying. In his article "It's Not Too Late: Insomnia Research and Palliative Care," he sheds light on the importance of sleep-related assessment and appropriate intervention among those receiving palliative care and discusses implications of these nursing responsibilities on the quality of remaining life for those receiving palliative care. For those psychiatric nurses who work with persons diagnosed with dementia, the article written by Dr. Viegas and her colleagues, "Predictors of Daytime Sleep in Nursing Home Residents With Dementia," explores the association between excessive daytime sleepiness and its relationship to decline in cognitive, affective, and functional status and offers recommendations based on the data in this article. An additional article by Ms. Simpson and colleagues, "Medication and Sleep in Nursing Home Residents With Dementia," explores prescribing practices for common classes of medications affecting sleep and compared users and nonusers of these medications for daytime sleep, nighttime sleep, and the percentage of 24-hour sleep that occurred at night. The data from this study are compelling, particularly in light of the findings from Dr. Viegas and colleagues' work.
It is my hope that the information provided by these articles will be of interest and value to you. They represent questions that have stemmed from practice related to sleep and aim, with the assistance of quality research, to enlighten us and to guide changing patterns in practice. These works reflect the paradigm shift related to sleep within psychiatric nursing.
No project such as this special issue of JAPNA is accomplished without significant efforts from a variety of people. First, I would like to extend my gratitude to Dr. Karen Stein, editor of JAPNA, for her support of this special issue focused on sleep. Without her encouragement and assistance, this issue would not have been possible. Second, I would like to extend my deep gratitude to my co-editor, Dr. Mary Umlauf, who supported the idea of this issue and was willing to work collaboratively in the acquisition of manuscripts, seeking support of nurse researchers to contribute their work for consideration in this issue and assisting with getting the issue to press. Finally, I would like to thank the researchers and authors who have contributed their work for this special issue. Their articles are sure to generate discussion among psychiatric nurses and move the science of sleep forward in our discipline.
